Introduction: Immigrants and their offspring constitute 16.3% of the population in
| INTRODUC TI ON
Increasing globalization has led people to move more than previously, including across continents and national borders. Immigrants and their offspring made up 16.3% of the population in Norway as per 1 January 2016: Immigrants accounted for 13.4% and their children born in Norway for 2.9%. 1 Research on immigrant health has been further actualized due to the latest increase in refugee numbers moving to Europe. Migration is a health determinant because of premigration experiences, the migration journey itself and conditions in the host country. 2 Thus, knowledge about how migration influences specific health topics is needed to inform appropriate healthcare.
Several studies have shown higher rates of induced abortion among minority women than majority women, [3] [4] [5] [6] which may point to poorer access to or less use of available options for family planning among the minority women. In a previous study we found lower user rates of hormonal contraceptives among immigrants than among
Norwegian-born women without immigrant background. 7 Similar results were found in a French study which showed lower crude user rates for contraception among daughters of immigrants than among both immigrant and non-immigrant women. 8 However, other recent studies suggest that gynecological and reproductive health outcomes in immigrants tend with time to approach those of the host country 9-11 as a result of acculturation processes.
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The Norwegian healthcare system is predominantly public. All residents are entitled to have a regular general practitioner (GP) who can prescribe contraceptives and insert contraceptive implants and intrauterine devices (IUDs), as can midwives and school nurses. In special circumstances, women are referred to a gynecologist. The system is based on co-payment for GPs and specialists but is free of charge for patients attending to nurses and midwives. All contraception is subsidized (partly or wholly depending on age and type of contraception)
for women under the age of 21. Thus, contraception in Norway can be considered to have good accessibility and affordability.
To the best of our knowledge, no study to date has compared user rates of hormonal contraceptives between different groups of immigrants and daughters of immigrants taking into account sociodemographic characteristics that may differ between generations. Such knowledge is important to provide personalized egalitarian family planning services. The aim of this study was to compare the use of hormonal contraception between immigrants from different countries living in
Norway and Norwegian-born daughters of immigrants. We hypothesized that user rates of hormonal contraceptives for daughters of immigrants would be in-between those for their immigrant mothers and non-immigrant Norwegian women. We also hypothesized that differences might occur depending on the immigrant women's place of origin.
| MATERIAL AND ME THODS
This study is part of the project "Immigrant health in Norway"
based on merged data from several national registries. because they did not need contraceptives during the pregnancy.
Immigrants and daughters of immigrants were classified according to country of origin, using the country of the mother in the case of daughters. The five countries were selected because they are all among the largest immigrant groups in Norway and represent different world areas.
We hypothesized that daughters of immigrants used contraceptives at levels in-between immigrants and Norwegian women without an immigrant background.
| Statistical analyses
Descriptive analyses were conducted to explore the characteristics of the study population and the percentage of women who used oral and non-oral hormonal contraceptives in the different groups. Because age distribution varied between groups, we also conducted age-stratified analyses on overall use of contraceptives.
Binary logistic regression analyses were conducted for each coun- 
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| RE SULTS
The study comprised 6234 immigrants, 4217 daughters of immigrants from the same countries of origin and 306 666 Norwegian women with no immigrant background. Table 1 shows that daughters of immigrants were younger than immigrants for all countries. 
| D ISCUSS I ON
Our study shows differences in user rates of hormonal contraceptives between immigrants and daughters of immigrants that vary TA B L E 2 Use of hormonal contraceptives among immigrants and daughters of immigrants 16 The nationwide study design provided a large study population and prevented selection and information bias. Also, linkage enabled immigrants to be classified according to both generation and background country of origin and to examine heterogeneity among countries.
Our study has also some limitations. We have no information on whether the women were sexually active or were planning to get pregnant and therefore did not need contraception. Possible differences in family planning depending on parity could not be studied either. Thus, this study cannot state the quality of family planning services, and any need for better services for some groups of immigrants. We decided to exclude pregnant women from the analyses, since we assumed that they did not need contraception. Nevertheless, one could argue that different proportions of women in the different groups could have become pregnant without planning their pregnancy. Therefore, all analyses were also conducted including women who had given birth in 2008-2009 (not shown); however, the results were not significantly different. Also, the registries lack information on use of non-hormonal forms of contraception, which could vary between immigrants and daughters of immigrants. Specifically, neither condoms, which are a popular prevention method among the youngest women, nor copper IUDs, were included in the study. We used collected contraception supply as a proxy of use, for which there is no available information on a population basis. However, this method is recognized as an acceptable proxy in epidemiological studies.
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Although we address differences between immigrants depending on generation and country of origin, there will still be variation within groups, especially so among daughters of immigrants with different degrees of acculturation, which our data cannot measure. In fact, the variable we used to capture education and work However, our study focuses on the differences between generations adjusted for age, which are probably linked to acculturation, integration policies and cultural competence among practitioners, all of which change slowly. Lastly, comparing observational crosssectional data is challenging because of possible cohort effects and personal changes during the life span that cannot be captured with this design. The use of longitudinal data in the future could help to disentangle trends and associations.
In contrast to our results, the only other similar study we are aware of showed lower crude rates for contraception use among daughters of immigrants than among first-generation immigrants in France. 8 However, the French study did not adjust the crude rates and did not group women by country of origin, and consequently did not examine the heterogeneity that our study was able to detect.
Typically, register data do not allow for examination of the reasons behind our results, but we suggest some possible inter- groups. This finding is consistent with our previous study on contraception use among immigrants and Norwegian-born women without immigrant backgrounds which revealed that the differences were greatest among the youngest women. 7 As this age group is the one with the highest system availability of free of charge school nurses and subsidized oral contraceptives, this may reflect an increase in acculturation with age, although it is also possible that immigrant 
In work/ education
a Adjusted for age (five categories) and working/education status. Adjusted results for age and working/education status include first-and second-generation immigrants together.
women become sexually active later than Norwegian-born women do. However, for daughters of immigrants from Chile, the lack of 
| CON CLUS ION
We found higher user rates for hormonal contraceptives among daughters of immigrants from Vietnam and Poland than among immigrants from the same countries, whereas this was not the case for daughters of immigrants from Pakistan, Morocco and Chile.
Further research should explore the reasons for the heterogeneity in degree of acculturation among different groups of daughters of immigrants regarding contraception. In addition to factors directly linked to the immigrant background of women, other socioeconomic and system-level explanations, such as integration policies or the cultural competence among providers, should also be further explored to better understand why user rates on hormonal contraception are low in some groups of daughters of immigrants despite their being born in Norway.
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